MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-004636

DEPARTMENT OF PUBLIC HEALTH AND WELF
Registration District No. 3_/ 7__}' 1 Registration District N{ﬂ d Registrar’ / #ﬂ STATE FILE NUMBER
DO NOT WRITE AMENDED 9 rimery Reg ar's No, _.__ L7

e TG R JANZ 5 1968 —
1. plAc ) 2, USUAL RESIDENCE (Where decaased flved. If institution: Residance before

VS 300 s. COUNTY S7. LOUTLS a. STATE b. COUNTY admission)
. MISSOURY a7 -
Rev. 4/59 b. c&v {If outside corp;rm linits, give TOWNSHIP only) Length of stay in 1B . CITY LOUTS, Inside Limits

TOWN_JEFFERSON BARRACKS 3 DAYS SN SAPPINGTON Yoo Of Mo

€. ﬁJOLéP'IdIﬂEogF mdmgmm ON Inside Limits . ] ] (If autside, give location) Reside or Farm
INSTITUTION HOSPTTAL ver o moges 11652 IDEAL DRIVE Yo O No (B

3. NAME OF DECEASED First Middle 4. DATE Month Day Yesr

(Type or print} OF
ROY E. DEATH  JANUARY 14, 1963

5. SEX 6. COLOR OR RACE 7. Marriad [? Never Marrled [ {8. DATE OF BIRTH | ¥+ AGE [last birthday) [ IF UNDER 3 YEAR | IF UNDER 24 HR

MALE WETTE Widowed O Diverced [ 8-25-—92 T0 M"."'h' Days | Rouns ‘I’_MTn—

10a, USUAL OCCUPATION (Give kind of waork done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY
ring most of working life, aven if retirad)
kiin

erator Fire Brick company | CHRISTOPHER, ILLINOTH A
13a. FATHER'S NAME. I‘ﬂ 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
JO, pyrES | LIRS SMITH -GRACE PYLES ,

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NQ. |17, INFORMANT' d
(Yei,m unknown) l (3 Wi war or dates { 11652 ﬁea}- Drive
o Mrs. Grace Pyle

18. CAUSE OF DEATH (Enter only one cause g SNTERVAL BETWEEN
PART I. DEATH WAS CAUSED b ONSET AND DEATH

IMMEDIATE CAusE ) _PULMONARY TNFARCTION L8 HOURS
Conditions, if any,]  DUE To () _PUIMONARY EMBOLISM

which gave rise to

ashove  cause (a),

stating the under-

lying c<ause last, DVE TO (<]

PART 11 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. 1  deceased was female wm
disease condition given in PART | (a) thers a pragnency in lasy 90 deys.:.

PUIMONARY EDEMA ' 0O Yes I O Ne l ' Unknown.

7o WAS AUTOPSY | 20o ACCIDENT  SUICIDE  HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in PART | or PART 1 of item 18.) g
PERFQRMED? ] O @)

ves@ NO O3

20c. TIME OF Hour Month, Day, Yesr
INJURY a.m.
pam.

, RY OCCURRED 200, PLACE OF INJURY (e.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION
2 SRILE AT WORK 03 form, factory, street, office bidg,, ekc.)
NOT WHILE AT WORK [J

XA P

PN A m:n:!‘a'd the daceaudsﬁoiro 1-11-61 e 1'11""6R ,.ﬂd.mqmcxx

Deeth occurrpd at M . A on the date stated-sbove, and to the bast of my knowledge, from the causes stated.

22s. S[GNA'I'—/ - _[Degrea or title} 22b. ADDRESS ' - i 22c. DATE SIGNED ‘

M.D.| VA HOSP. JEFF. BRKS. MO. 1-14-63

Z3s. BURIAL, ‘CREMA'IIO)N 2b. DA'IE I' . CEMETERY OR CREMATORY 23d. LOC.AI'ION (City, town, of county) (State)
L -
P (|Jan.17,1963  |park Hill Cemetery St. Louis Co. Mo,

74, FUNERAL DIRECTOR ADDRESS 25, DATE RECO. BY LOCAL REG. |26. ﬂﬁw SIGNAmRE N
WLTT MOKTUARY ,6409 Gravois Av.St,Louis | / — /a9 — é:v3 Zud. M@%

E‘
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DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

(i d Embalmar’s 5t an Reverse Side) U




‘- e e =

- STATEMENT- BY. LICENSED EMBALMER

( hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by -~ .Student Embalmer. No.

working under my personal supervision.

Student. Signed Avé/l/la 5 W

Signature of Studant Embalmer.

I.lcensed Embalmer No. "'{/ bl Qf
. P. O. Address. ,M %M

Nofe- The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|s OWN HANDWRITING (Failure to comply
with fhe above constitutes grounds for revocation of license). :

If embalmed by & STUDENT, he also shall sign in his OWN handwrmng

lf this body IS not embalrned fact should be so. stated above
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